INTRODUCTION
The modern concept of the quality of life has been developed for more than 90 years. Soon after World War II, mainly material and economic conditions were considered to have an influence on the perceived quality of life 1 . At that time, employment and good living conditions were the main prerequisite for having a good quality of life 2 . Later, with the development of medicine and the society, new factors influencing the quality of life emerged, such as social, political, psychological, environmental and spiritual aspects, accompanied by the concept of new lifestyle demands 3 ( Table 1) . In the 21st century, medicine is facing new challenges, different from those in previous centuries. The prevalence of non-communicable diseases, such as obesity, hypertension, diabetes mellitus, musculoskeletal disorders and other conditions, reached the level of new pandemics replacing the earlier pandemics of infectious disease (tuberculosis, poliomyelitis etc.), having both economic and ethical impacts 4 . Demographic changes in the population have postponed morbidity to an older age as people live longer now. This is related to comorbidities in the elderly, growing in number and exceeding the population of children and adolescents [5] [6] . Generally, the economic and social impacts of this demographic shift are expected to occur in most of the developed world 7 . The shifts in morbidity and mortality are well observed and recognized, with people dying at an older age and with more diseases. The most common causes of death are cardiovascular diseases followed by cancer 8 . This situation is in the Czech Republic, too 9 . As many of these conditions cannot be cured completely, they considerably influence the health-related quality of life the elderly patients. An approach to treatment with respect to the biopsychosocial concept of a human being may be an important way to improve the quality of life of the elderly and dying patients.
The quality of life is a complex category comprising many aspects: physical and mental condition, social networks, and environmental, educational, economic and cultural aspects of an individual 10 . The quality of life is highly subjective and its evaluation is problematic. Theoretically, the concepts of the quality of life can be divided into those of individual quality of life, those applied in health care or social care services and eclectic concepts of the quality of life, such as the WHO model 11 (Table 2) . The WHO has been trying to define and evaluate the quality of life since its first definition of health in 1946. From that time on, health-related aspects of the quality of life have prevailed. For its assessment, numerous methodological tools were developed: the performance status, APACHE scoring system, quality of life indices (with the Karnofsky score being the best known), self-rated quality of life scales, quality of life questionnaires (with the EuroQol, SQUALA or WHOQOL questionnaires being the most widely used), individual interviews or focus groups [12] [13] (Table 3) . Any of the above-mentioned tools for measuring the quality of life can be used at different levels: an individual level -evaluating the quality of life in individuals, a group level -assessing the quality of life in groups of patients or people, and a population levelmeasuring the quality of life in populations of patients suffering from certain diseases or undergoing some therapeutic modalities 14 . Table 3 . Methods for evaluating the quality of life.
Methods forevaluating the quality of life
• performance status • APACHE scoring system • quality of life indices (the Karnofsky score)
• self-rated scales • quality of life questionnaires • individual interviews • focus groups
When studying the quality of life, questionnaires are most frequently used. Nowadays, there are hundreds of questionnaires available that can be found in the ProQolid database of psychometric instruments 15 . This database comprises, among others, tools for assessing the quality of life, divided according to the research aim into generic instruments (used for the whole populations, both healthy and ill), disease-specific instruments (related to certain diseases, such as HIV or cancer) and target-population instruments (related to target populations, such as children or senior citizens) ( Table 4) . The WHO model of the quality of life and WHO questionnaires are highly appreciated for their complex and practical approach to the quality of life. The WHO model describes the quality of life as a very heterogeneous, specific, individual and sophisticated category which can only be understood in its complexity. The WHO formed working groups for developing psychometric instruments measuring the quality of life and this painstaking research and work aimed at designing questionnaires lasted for more than 15 years before these could be used in practice. The WHO questionnaires have good psychometric characteristics and are highly recommended for research into the quality of life 16 . Table 5 . Well-known WHO quality of life questionnaires.
Well-known WHO quality of life questionnaires
• WHOQOL-100 -a generic questionnaire • WHOQOL-BREF -a generic questionnaire • WHOQOL-Old -a target-population questionnaire for the elderly • WHOQOL-HIV -a disease-specific questionnaire for people with HIV • WHOQOL-Children -a target-population questionnaire for children • WHOQOL-SRPB -a generic questionnaire • WHOQOL-DIS -a target-population questionnaire for disabled people Traditionally, research into the quality of life has been the domain of somatic medicine [17] [18] (the quality of life in patients with HIV, cancer, rheumatological conditions, after transplantations or undergoing some therapeutic modalities). However, the first studies concerned with the quality of life in psychiatric patients, such as those with mood disorders or schizophrenia, have been carried out both abroad and in the Czech Republic. Research into the quality of life of the elderly patients with psychiatric morbidity in institutional care is rare abroad and has not been performed in the Czech Republic. This study is a contribution to fill this gap. The results of research carried out abroad are not very robust. This, together with different designs of the studies, makes the comparison of the quality of life in different patients difficult or impossible [19] [20] .
METHODS
We designed a naturalistic cross-sectional study taking place in the Kromeriz District (Czech Republic) from November 2008 to May 2009. We focused on the quality Quality of life in hospitalized seniors with psychiatric disorders (A cross-sectional study from the Kromeriz District, Czech Republic) of life in the hospitalized elderly. Two main and renowned health care institutions of the region were involved, the Psychiatric Hospital Kromeriz (gerontopsychiatric wards) and Hospital of St. Vincent de Paul in Kromeriz (geriatric wards). Whereas the geriatric wards of the Psychiatric Hospital Kromeriz provide comprehensive health care services for mentally ill seniors, the Hospital of St. Vincent de Paul is a geriatric hospital providing comprehensive health care services for physically ill elderly.
From the two facilities, two groups of elderly inpatients were recruited: a group of seniors hospitalized due to psychiatric conditions in some of the gerontopsychiatric wards of the Psychiatric Hospital Kromeriz (141 patients -69 men, 72 women), and a group of seniors hospitalized with physical disorders in the Hospital of St. Vincent (156 patients -54 men, 102 women).
We used the Geriatric Depression Scale (GDS), MiniMental State Examination (MMSE) and WHO Quality of Life (WHOQOL)-BREF questionnaire as psychometric instruments, together with patient medical records, interviews and psychiatric assessment.
Total scores obtained by completing the instruments were studied, together with a statistical analysis of correlation. A total GDS score above 5 was interpreted as the presence of depression, and a total MMSE score bellow 25 was considered a sign of cognitive impairment (dementia). In the WHOQOL-BREF questionnaire, the total scores range from 0 (the worst quality of life ever) to 120 (the best quality of life ever). Suicidal ideation was evaluated by interviews and comprehensive psychiatric assessment with positive or negative results, i.e. suicidal ideations are either present or absent.
The inclusion criteria were as follows: age over 65 years and giving an informed consent. The study was conducted in accordance with the principles of the Declaration of Helsinki.
Descriptive statistical analysis (the Mann-Whitney and Shapiro-Wilk tests) and inductive statistical methods (Fisher's exact test, Pearson's chi-square test) were applied using the Statistica 8 CZ software. Only 26.3% of subjects in the Hospital of St. Vincent de Paul and 23.4% of those from the Psychiatric Hospital Kromeriz were able to complete both the questionnaires and psychiatric assessment. The remaining patients failed due to their lack of concentration or stage of dementia.
RESULTS

A. Characteristics of groups
B. Results of inductive statistical methods
The Mini-Mental State Examination (MMSE) total score was below the normal population range in both institutions, with worse MMSE score being revealed in the Psychiatric Hospital Kromeriz. A higher incidence of mild dementia was observed in the group of seniors in the Psychiatric Hospital Kromeriz; this finding is statistically significant (p=0.04). Dementia was underdiagnosed in the group of patients in the Hospital of St. Vincent de Paul (18% of new diagnoses of dementia).
The quality of life in seniors measured by the total raw score of the WHOQOL-BREF questionnaire was low in both studied groups. Although seniors hospitalized with physical disorders in the St. Vincent de Paul Hospital (a facility with a holistic approach to therapy) seem to have a much higher quality of life than those in the Psychiatric Hospital Kromeriz (a conventional approach to therapy), the data analysis found no statistically significant difference between the two groups (p = 0.18).
The Geriatric Depression Scale (GDS) score showed the presence of subsyndromal or moderate depression in 18% of seniors in the St. Vincent de Paul Hospital, as compared with 32% of those in the Psychiatric Hospital Kromeriz. The difference between both groups was statistically significant (p = 0.02). The incidence of depression was higher in women than in men (p = 0.02).
Suicidal ideations were significantly more frequent in the group of seniors in the Psychiatric Hospital Kromeriz (21.3%) than in the elderly in the St. Vincent de Paul Hospital (5.8%). The difference between the two groups was statistically significant (p = 0.03). This fact deserves adequate medical attention.
C. Other facts revealed by the study
Many seniors complained about their loneliness, suffering brought about by their disease, having little or no social contacts and actually the fact that they were hospitalized. Many of them were worried about missing their friends when they die. Feeling lonely was more frequently mentioned by women.
Interviews and psychiatric assessment revealed the patients' concerns about their future, such as where to live after being discharged from the facility, financial difficulties related to maintaining their households, worries about their health and prognosis of their diseases, fear of being incontinent and partially or completely dependent on other people's help, and fear of losing their human dignity (68% of seniors in the St. Vincent de Paul Hospital and 51% of those in the Psychiatric Hospital Kromeriz). Comorbidity (more than one disease diagnosed in a single person) was present in 94% of patients in the St. Vincent de Paul Hospital and in 90% of seniors in the Psychiatric Hospital Kromeriz.
Surprisingly, the fear of death was less frequent than expected (12% of the in the St. Vincent de Paul Hospital and 10% of patients in the Psychiatric Hospital Kromeriz). In both groups, the elderly were more concerned about the course of dying, especially being in pain and alone (33% of seniors in the St. Vincent de Paul Hospital and 28% of seniors in the Psychiatric Hospital Kromeriz).
Loneliness among the elderly. During their hospitalization, about 15% of seniors in the St. Vincent de Paul Hospital and about 23% of seniors in the Psychiatric Hospital Kromeriz were not visited by their relatives or friends.
CONCLUSION
The study is a contribution to fill the gap in the research on the quality of life in seniors hospitalized due to some psychiatric conditions. Such research is still missing in the Czech Republic.
In seniors hospitalized in the Psychiatric Hospital Kromeriz, a low quality of life was revealed, together with many cases of underdiagnosed dementia and a high prevalence of depression and poor social contacts.
As the study was limited by a relatively low number of subjects and its local character the results should be interpreted with caution.
